
A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  11/16/2020
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

50G053 01/21/2020
R-C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

15230 15TH NORTHEAST D
FIRCREST SCHOOL PAT A

SEATTLE, WA  98155

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

{W 000} INITIAL COMMENTS {W 000}

 This report is the result of a Revisit Survey at 
Fircrest Residential Habilitation Center on 
01/13/20, 01/14/20, 01/15/20, 01/16/20, 
01/17/20, and 01/21/20. 

This survey was conducted by:
Arika Brasier
Linda Davis
Gerald Heilinger
Jim Tarr

The survey team is from:
Department of Social & Health Services
Aging & Long Term Support Administration
Residential Care Services, ICF/IID Survey and 
Certification Program
PO Box 45600, MS: 45600
Olympia, WA  98504

Telephone: (360) 725-2484
{W 104} GOVERNING BODY

CFR(s): 483.410(a)(1)

The governing body must exercise general 
policy, budget, and operating direction over the 
facility.

This STANDARD  is not met as evidenced by:

{W 104}

 Based on record review and interview, the 
facility failed to keep an accurate record of 
Clients' files when it did not ensure that Qualified 
Intellectual Disability Professionals (QIDP) filed 
the most recent QIDP Reviews in the Clients' 
charts for four of eight Sample Clients (Clients 
#2, #6, #7, and #8) and did not ensure a consent 
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
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{W 104} Continued From page 1 {W 104}
was filed for one Expanded Sample Client (Client 
#11). This failure resulted in the facility not 
making all necessary corrections to previous 
citations to ensure compliance was achieved. 

This is a repeat citation from the Recertification 
Survey completed 10/11/19. 

Findings included ...

QIDP Reviews not in Clients' files 

During an interview on 01/14/20 at 2:22PM, Staff 
A, Program Area Team Director, stated that QIDP 
Reviews should go into the Client's file at the end 
of every month. 

Client #2

Review of Client #2's file on 01/13/20 showed the 
most recent QIDP Review was dated 11/15/19.

Client #6

Review of Client #6's file on 01/13/20 showed the 
most recent QIDP Review, undated, analyzed 
and reviewed information through November 
2019.  

FORM CMS-2567(02-99) Previous Versions Obsolete GEY312Event ID: Facility ID: WA630 If continuation sheet Page  2 of 28

This docum
ent w

as prepared by Residential Care Services for the Locator w
ebsite. 



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  11/16/2020
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

50G053 01/21/2020
R-C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

15230 15TH NORTHEAST D
FIRCREST SCHOOL PAT A

SEATTLE, WA  98155

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

{W 104} Continued From page 2 {W 104}
Client #7

Review of Client #7's file on 01/13/20 showed the 
most recent QIDP Review was dated 10/15/19, 
and analyzed data through the end of September 
2019. 

Client #8

Review of Client # 8's file showed the most 
recent QIDP Review was dated 10/14/19 and 
analyzed data through the end of September 
2019.  

Consents not in Client's file

Review of Client #11's file on 01/13/20 showed a 
consent for the use of adaptive dining equipment 
was missing from Client #11's file located at his 
House and used by staff.

During an interview 01/15/20 at 9:14 AM, Staff D, 
QIDP stated that the Consent for the adaptive 
dining equipment was not in Client 11's file at the 
time the file was reviewed by the State Surveyor.

W 137 PROTECTION OF CLIENTS RIGHTS
CFR(s): 483.420(a)(12)

The facility must ensure the rights of all clients.  
Therefore, the facility must ensure that clients 
have the right to retain and use appropriate 
personal possessions and clothing.

W 137
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W 137 Continued From page 3 W 137

This STANDARD  is not met as evidenced by:
 Based on record review and interview, the 
facility failed to have a detailed record of 
personal possessions for one of eight Sample 
Client's (Client #4). This failure prevented the 
facility from being able to identify, account for, 
and safeguard all Clients' possessions. 

Findings included ...

Record review of Client #4's Personal Inventory 
Sheet, dated 10/09/17, showed staff had hand 
written the following:
15 Underwear
20 Sock
17 Shirts
8 Long Sleeve
6 Pants
7 Short Pants
4 PJ
5 Jacket
8 Sweatshirt Jacket
4 Jeans
5 Sport Pants
1 Winter Gloves
4 Winter Hats
4 Pillows
8 Linens
2 Teddy Bear
3 Basketball 

It did not give any details for the items. 
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W 137 Continued From page 4 W 137
During an interview on 01/21/20, at 12:28 PM, 
Staff A, Program Area Team Director, stated that 
Client #4's Personal Inventory Sheet was not 
adequate and should give detailed descriptions 
for each item.

{W 159} QIDP
CFR(s): 483.430(a)

Each client's active treatment program must be 
integrated, coordinated and monitored by a 
qualified intellectual disability professional.
This STANDARD  is not met as evidenced by:

{W 159}

 Based on observation, record review, and 
interview, the facility failed to ensure their 
Qualified Intellectual Disability Professional 
(QIDP) provided oversight for three of eight 
Sample Clients' (Clients #5, #8, and #11) when 
Active Treatment Schedules were not updated or 
accurate. One Expanded Sample Client (Client 
#7) had discrepancies in his Individual 
Habilitation Plan (IHP) that were not reconciled. 
The lack of oversight by the QIDPs could result in 
Clients not receiving training to learn new skills.

This is a repeat citation from the Recertification 
Survey completed 10/11/19. 

Findings included...

Active Treatment Schedules not updated

Client #5
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{W 159} Continued From page 5 {W 159}
Record review of Client #5's Active Treatment 
Schedule, dated 01/01/20, showed he had 10 
formal training plans. The Active Treatment 
Schedule only identified time periods during the 
day for six of the 10 training plans. There were 
no time periods identified to implement his 
microwave program, wash cup program, applying 
deodorant program, and showering program. The 
Active Treatment Schedule for Client #5 didn't 
make any reference that he showered.

During an interview on 01/17/20 at 10:40 AM, 
Staff E, Developmental Disability Administrator 1 
(DDA 1) stated that the Active Treatment 
Schedules should include all the current formal 
training programs for Client #5.

Client #8

Record review of Client #8's Active Treatment 
Schedule, dated 09/17/18, showed it had not 
been updated to reflect when to implement all the 
formal training programs identified in his 10/25/19 
IHP.

During an interview on 01/17/20 at 10:00 AM, 
Staff C, QIDP, and Staff E, DDA 1, stated that 
Client #8's Active Treatment Schedule needed to 
be updated.

Client #11
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{W 159} Continued From page 6 {W 159}
Review of Client #11's file showed a training plan 
for a "Pack a Lunch" program to be implemented 
Monday, Tuesday, and Thursday during the 
morning shift.

Record review of Client #11's Active Treatment 
Schedule, dated 01/06/20, showed there was no 
time identified for when staff were to implement 
his "Pack a Lunch" formal training program.

During an interview on 01/15/20 at 9:14 AM, Staff 
D, QIDP, stated that he forgot to put Client #11's 
"Pack a Lunch" program onto the Active 
Treatment Schedule.

IHP not reconciled

Client #7

Record review of Client #7's IHP, dated 
04/30/2019, showed:
1. On page one Special Instructions/ Alerts which 
listed "Diet-Regular with thin liquids. [Client #7's 
first name has no adaptive equipment]."
2. On page three Adaptive Equipment/Restrictive 
Devices which listed: "Dining Equipment-Lipped 
Plate: [Client #7's first name] uses a lipped plate 
to promote independence by enabling him to 
scoop his food".

During an interview on 01/21/2020 at 11:30 AM, 
Staff P, QIDP, stated that Client #7 did not use 
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{W 159} Continued From page 7 {W 159}
adaptive dining equipment and it was a 
discrepancy within the IHP.

{W 214} INDIVIDUAL PROGRAM PLAN
CFR(s): 483.440(c)(3)(iii)

The comprehensive functional assessment must 
identify the client's specific developmental and 
behavioral management needs.

This STANDARD  is not met as evidenced by:

{W 214}

 Based on record review and interview, the 
facility failed to assess one Expanded Sample 
Client's (Client #10) consistent refusals to 
participate in his active treatment program. Client 
#10's refusals were identified in the 
Recertification Survey completed 10/11/19. This 
prevented the facility from understanding what 
contributed to the refusals and from developing 
the best program/s to meet the need.  

This is a repeat citation from Recertification 
Survey completed 10/11/19.

Findings included ...

Record review of Client #10's file showed no 
assessment of the problem of refusing to 
participate in his active treatment program.

During an interview on 01/13/20 at 4:05 PM, Staff 
I, Speech Language Pathologist, stated that 
there was no comprehensive assessment of 
Client #10's refusing to participate in his active 
treatment program.
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{W 227} INDIVIDUAL PROGRAM PLAN
CFR(s): 483.440(c)(4)

The individual program plan states the specific 
objectives necessary to meet the client's needs, 
as identified by the comprehensive assessment 
required by paragraph (c)(3) of this section.

This STANDARD  is not met as evidenced by:

{W 227}

 Based on record review and interview, the 
facility failed to write a program for an identified 
need for two of eight Sample Clients (Clients #3 
and #7).  Client #3 had a program to apply 
toothpaste to his toothbrush, when facility 
assessments said he was independent in 
brushing his teeth.  Client #7 had programs for 
skills he was independent in, but no program for 
his refusals or lack of motivation to participate. 
This failure resulted in the facility developing 
programs for skills Clients' already possessed 
and not providing training in areas of refusals or 
lack of motivation.  

This is a repeat citation from the Recertification 
Survey completed 10/11/19.

Findings included ...

Client #3

Review of Client #3's Individual Habilitation Plan 
(IHP), dated 01/02/20, showed he had a training 
objective to apply toothpaste to his toothbrush or 
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{W 227} Continued From page 9 {W 227}
soft cloth.

Review of Client #3's Occupational Therapy 
Evaluation, dated 12/30/19, showed:  "He is able 
to prepare toothbrush and manage oral care 
without assistance."

Review of Client #3's Direct Care Independent 
Living Skills Assessment, dated 08/05/19, 
showed he was rated as "Independent" by all 3 
shifts of Direct Care Staff for "Puts toothpaste on 
toothbrush."

During an interview on 01/17/20 at 9:00 AM, Staff 
K, Developmental Disabilities Administrator 1, 
stated that Client #3 was not always motivated to 
clean his dentures and the program was written 
to help him with motivation to clean his dentures.  
She stated that Client #3 had the skill to apply 
toothpaste to a toothbrush.  

Client #7 

Record review of Client #7's IHP, dated 04/30/19, 
showed the following:
1. "[Client #7's first name] is self-reliant when he
washes his face and hands".
2. "He will independently turn on/off the water".
3. "He will independently make his bed".
4. "He independently identifies numbers/coins/bill
and will match coins/bill".
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{W 227} Continued From page 10 {W 227}
Record review of Client #7's training programs for
the month of January 2020 showed the following 
objectives:
1. "[Client #7's first name] will turn on the water
(Step1) with verbal prompting for 60% of trials by
February 29, 2020".
2. "[Client #7's first name] will remove the dirty
sheet (step 4) with verbal prompting for 75% of
trials for one month by February 29, 2020".
3. "[Client #7's first name] will separate change
into different denominations with verbal and
physical prompting 75% of trials for one month by
February 29, 2020".

During an interview on 01/21/20 at 11:30 AM, 
Staff O, QIDP, and Staff P, QIDP stated that 
Client #7 already had the skills stated in the 
objectives for his training programs but was not 
motivated or refused to do them. He did not have 
a programs written to address his refusal or lack 
of motivation.

{W 234} INDIVIDUAL PROGRAM PLAN
CFR(s): 483.440(c)(5)(i)

Each written training program designed to 
implement the objectives in the individual 
program plan must specify the methods to be 
used.
This STANDARD  is not met as evidenced by:

{W 234}

 Based on record review and interview, the 
facility failed to ensure that teaching plans 
contained clear and detailed instructions for staff 
to implement them correctly and consistently for 
three of eight Sample Clients (Clients #3, #5, and 
#7) and one Expanded Sample Client (Client 
#11). Client #3's one to one supervision 
guidelines were not clear. Client #5's teaching 
plan for washing his cup had the wrong 
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reinforcement. Client #7's instructions for 
removing a sheet were confusing. Client #11's 
training plan for eyeglass care identified the 
wrong training materials. This resulted in staff not 
really knowing how and what to teach the Clients.

This is a repeat citation from the Recertification 
Survey completed 10/11/19.

Findings included...

Client #3

Record review of Client #3's Individual 
Habilitation Plan (IHP), dated 01/02/20, showed 
the following under the heading "Special 
Instructions / Alerts":  "Supervision:  [Client #3's 
first name] will be on a protective, restrictive 
supervision, 1:1 post from 6:30am-11pm. He can 
be on a shared post on the unit only.  While off 
campus, [Client #3's first name] will be a 1:1, at 
arm's length."  No other details about how the 
supervision should be implemented by staff were 
given.

Record review of Client #3's PBSP (Positive 
Behavior Support Plan) Staff Instructions, dated 
01/02/20, showed:  "Supervision: [Client #3's first 
name] will be on a 1:1 on from 6:30 AM-11PM. 
When [Client #3's first name] is at the Adult 
Program he will be a shared. He can be a shared 
post on the unit only. While off campus, he will be 
a (1:1) at arm-length when he is off campus 

FORM CMS-2567(02-99) Previous Versions Obsolete GEY312Event ID: Facility ID: WA630 If continuation sheet Page  12 of 28

This docum
ent w

as prepared by Residential Care Services for the Locator w
ebsite. 



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  11/16/2020
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

50G053 01/21/2020
R-C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

15230 15TH NORTHEAST D
FIRCREST SCHOOL PAT A

SEATTLE, WA  98155

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

{W 234} Continued From page 12 {W 234}
(sic)."

During an interview on 01/17/20 at 9:00 AM, Staff 
J, Psychologist, when asked about the 
contradictions and differences in the instructions, 
stated that she thought the instructions were 
clear. 

Client #5

Record review of Client #5's training program 
titled "Wash Cup" showed that after Client #5 had 
rinsed his cup and put it in the sanitizer the staff 
was to give the verbal reinforcement "Great job 
rinsing your cup [Client #5's first name]! Now 
you're ready to put cup into sanitizer."

During an interview on 01/17/20, Staff E, 
Developmental Disability Administrator 1 stated 
that the verbal reinforcement for the Wash Cup 
training program was not updated.

Client #7

Record review of Client #7's Bed Making 
teaching program showed an objective for Client 
#7 to remove the dirty sheet from his bed. It gave 
instructions for staff to provide a verbal prompt by 
saying, "[Client #7's first name], please remove 
the dirty sheet". The instructions for providing 
reinforcement showed: "When [Client#7's first 
name] gets a clean pillowcase from the linen 
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{W 234} Continued From page 13 {W 234}
closet, provide verbal reinforcement saying 
"Great job, removing the dirty sheet, [Client #7's 
first name]."

During an interview on 01/21/2020 at 11:30 AM, 
Staff O, Qualified Intellectual Disability 
Professional (QIDP), and Staff P, QIDP, stated 
that the program instructions for the 
reinforcement was confusing and had been made 
in error. 

Client #11

Record review of Client #11's training plan for 
"Glasses Care" showed the materials needed to 
implement the program were "2 Brooms, 
Dustpan."

During an interview on 01/15/20 at 9:14 AM, Staff 
D, QIDP stated that the materials listed on Client 
#11's "Glasses Care" training program were 
incorrect.

{W 239} INDIVIDUAL PROGRAM PLAN
CFR(s): 483.440(c)(5)(vi)

Each written training program designed to 
implement the objectives in the individual 
program plan must specify provision for the 
appropriate expression of behavior and the 
replacement of inappropriate behavior, if 
applicable, with behavior that is adaptive or 
appropriate.

{W 239}
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{W 239} Continued From page 14 {W 239}
This STANDARD  is not met as evidenced by:
 Based on record review and interview, the 
facility failed to identify a replacement behavior 
for one of eight Sample Clients (Client #3).  The 
facility changed the previous replacement 
behavior to a training program and did not 
identify a new replacement behavior and develop 
a program for it.  This failure prevented Client #3 
from receiving training on how to meet his needs 
in socially acceptable ways.

This is a repeat citation from Recertification 
Survey completed 10/11/19.

Findings included ...

During an interview on 01/17/20 at 9:00 AM, Staff 
J, Psychologist, when asked about the 
replacement behavior for Client #3 related to 
deep breathing, stated that the program had 
been changed from a replacement behavior 
program to a training program.  When asked 
what the new replacement behavior program 
was, she stated he did not currently have a 
replacement behavior program.

Record review of the TEACHING PLAN and 
DATA SHEET for Client #3 related to deep 
breathing, handed to the surveyor during the 
interview on 01/17/20, showed it had a start date 
of 01/10/20 and was not labeled a replacement 
behavior.
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{W 239} Continued From page 15 {W 239}
Record review of Client #3's file on 01/13/20 
showed a REPLACMENT BEHAVIOR TRAINING 
PLAN and DATA SHEET with a start date of 
01/02/20 which identified an objective with deep 
breathing as the identified behavior.  There were 
no other programs identified as a replacement 
behavior in Client #3's file.

{W 250} PROGRAM IMPLEMENTATION
CFR(s): 483.440(d)(2)

The facility must develop an active treatment 
schedule that outlines the current active 
treatment program and that is readily available 
for review by relevant staff.

This STANDARD  is not met as evidenced by:

{W 250}

 Based on record review and interview, the 
facility failed to update Active Treatment 
Schedules to reflect current Individual Habilitation 
Plans (IHP) for three of eight Sample Clients 
(Clients #5, #6, and #8) and one Expanded 
Sample Client (Client #11).  Client #6's Active 
Treatment Schedule was not updated to reflect 
his current prioritized needs. Clients #5, #6, #8, 
and #11's Active Treatment Schedules were not 
updated to reflect:   the addition of new training 
programs; the discontinuation of training 
programs; or when those programs were to be 
implemented throughout the Clients' day. This 
prevented facility staff from knowing what, when, 
and where Clients' training plans were to be 
implemented. 

This is a repeat citation from the Recertification 
Survey completed 10/11/19.
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{W 250} Continued From page 16 {W 250}

Findings included ...

Client #5

Record review of Client #5's Active Treatment 
Schedule, dated 01/01/20, showed he had 10 
formal training plans. The Active Treatment 
Schedule only identified time periods during the 
day for six of the 10 training plans. There were 
no time periods identified to run his microwave 
program, wash cup program, applying deodorant 
program, and showering program. The Active 
Treatment Schedule for Client #5 didn't make any 
reference that he showered.

During an interview on 01/17/20 at 10:40, Staff E, 
Developmental Disability Administrator 1 (DDA 1) 
stated that the Active Treatment Schedules 
should include all the current formal training 
programs for Client #5.

Client #6

Prioritized needs:

Review of Client #6's file showed an IHP, dated 
09/25/19, with prioritized needs in the areas of 
improving his gross and fine motor skills, and 
increasing participation in his Activities of Daily 
Living (ADLs) using both hands. The Active 
Treatment Schedule, dated 04/12/19, did not 
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{W 250} Continued From page 17 {W 250}
contain this current information.  

Training programs:

Review of Client #6's IHP Revision, dated 
12/30/19, showed current training programs for 
Shaving and Personal Privacy. The Active 
Treatment Schedule, dated 04/12/19, did not 
contain the current training programs for 
Personal Privacy or Shaving.

Review of Client #6's QIDP Review, undated, 
with an IHP date, 09/25/19, showed the following 
training programs were discontinued:  choose 
leisure activity; make bed; safeguard money; and 
self-medication. The Active Treatment Schedule, 
dated 04/12/19, showed these as active training 
programs.  

During an interview on 01/17/20 at 11:08 AM, 
Staff L, QIDP and Staff K, DDA 1, stated that 
Client #6's Active Treatment Schedule, dated 
04/12/19, was not current.

Client #8

Record review of Client #8's Active Treatment 
Schedule, dated 09/17/18, showed it had not 
been updated to reflect when to implement all the 
formal training programs identified in his 10/25/19 
IHP.
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{W 250} Continued From page 18 {W 250}

During an interview on 01/17/20 at 10:00 AM, 
Staff C, QIDP, and Staff E, DDA 1, stated that 
Client #8's Active Treatment Schedule needed to 
be updated.

Client #11

Review of Client #11's file showed a training plan 
for a "Pack a Lunch" program to be implemented 
Monday, Tuesday, and Thursday during the 
morning shift.

Record review of Client #11's Active Treatment 
Schedule, dated 01/06/20, showed there was no 
time identified for when staff were to implement 
his "Pack a Lunch" formal training program.

During an interview on 01/15/20 at 9:14 AM, Staff 
D, QIDP, stated that he forgot to put Client #8's 
"Pack a Lunch" onto the Active Treatment 
Schedule.

{W 251} PROGRAM IMPLEMENTATION
CFR(s): 483.440(d)(3)

Except for those facets of the individual program 
plan that must be implemented only by licensed 
personnel, each client's individual program plan 
must be implemented by all staff who work with 
the client, including professional, 
paraprofessional and nonprofessional staff.

{W 251}
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{W 251} Continued From page 19 {W 251}
This STANDARD  is not met as evidenced by:
 Based on observation, record review, and 
interview, the facility failed to implement training 
program plans as written for two of eight Sample 
Clients (Clients #5 and Client #7). Staff did not 
implement the required standby assistance when 
Client #5 walked outdoors and Client #7's 
navigation program was not implemented when 
he left the house. This failure placed Client #5 at 
risk for falling while walking outdoors and Client 
#7 at risk for not being safe when he traveled 
outside his residence.

This is a repeat citation from the Recertification 
Survey completed 10/11/19.

Findings included...

Client #5

Record review of Client #5's Individual 
Habilitation Plan (IHP), dated 04/24/19, showed 
in the Section titled Special Instructions/Alerts, 
"Standby assistance when walking outdoors." In 
another section of the IHP titled Safety 
Awareness it was again stated that Client #5 
required standby assistance when walking 
outdoors.

Record review of Clint #5's Physical Therapy 
Evaluation, dated 01/02/20, showed "His gait 
pattern has not changed since last assessment. 
He ambulates with his head forward... [Client #5's 
first name] does not always pay attention to 
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{W 251} Continued From page 20 {W 251}
surroundings when he walks and is easily 
distracted that can lead to falls, In order to 
prevent falls, [Client #5's first name] should 
ambulate outside with standby assistance of one 
staff. Staff should walk on the curbside of [Client 
#5's first name]." 

Observation on 01/14/20 at 11:37 AM showed 
Client #5 walking from the Adult Training Building 
with an Adult Training Specialist (ATS) staff who 
pushed another Client in a wheelchair. Client #5 
walked several feet in front of the ATS. The ATS 
asked Client #5 to wait at the crosswalk and 
instructed him to look to his left and wright. After 
Client #5 crossed the street he walked 
approximately 10 feet in front of the ATS to the 
entrance of the coffee shop. The ATS instructed 
Client #5 to look where he was walking but did 
not ask him to wait until she caught up to him.

During an interview on 01/15/20 at 9:47 AM, Staff 
F, Attendant Counselor Manager, stated that 
Client #5 needed stand by assistance when 
walking outside. He stated that staff should 
always be right next to Client #5 so they can 
reach out to him if needed.

During an interview on 01/15/20 at 10:34 AM, 
Staff G, Physical Therapist, stated that Client #5 
needed stand by assistance when walking 
outside. She stated that staff should be within 
arm's reach and walk between the curb and 
Client #5.
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{W 251} Continued From page 21 {W 251}
Client #7 Navigating Campus Safely

Record review of Client #7's IHP, dated 04/30/18, 
showed a primary need of "Campus Safety: Staff 
will continue to encourage [Client #7's first name] 
to practice safe transitioning and mobility around 
the campus by emphasizing formal and informal 
training opportunities regarding traffic safety and 
general safety such as using grab bars and 
observing hazards signs."

Review of Client #7's file on 01/13/20 showed a 
formal training plan titled "Safely Navigating 
Campus, with the objective of, [Client #7's first 
name] will avoid uneven surfaces of the sidewalk 
when navigating campus." It gave instructions for 
staff to approach Client #7 when he was leaving 
the House and provided the following verbal 
prompt: "Try to avoid uneven surfaces of the 
sidewalk to safely navigate campus [Client #7's 
first name]." 

Observation on 01/15/2020 at 10:24 AM at 320 
House showed Client #7 exited the House with 
Direct Care Staff (DCS) to go to the 500 Building. 
The DCS did not implement his Safely Navigating 
Campus program nor did they caution him to stop 
at the crosswalk, or to look both ways. 

Observation on 01/15/2020 at 11:30 AM showed 
Client #7 exited the Art Room at the 500 Building 
with his DCS and traveled to the Coffee Shop. 
The DCS working with him did not implement his 
Safely Navigating Campus program nor did they 
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{W 251} Continued From page 22 {W 251}
caution him to stop at the crosswalk, or to look 
both ways. 

During an interview on 01/21/2020 at 11:30 AM, 
Staff O, QIDP, and Staff P, QIDP, stated that 
Client #7's Safely Navigating Campus program 
should be implemented at every opportunity and 
that informal teaching of traffic safety should also 
have occurred.

{W 252} PROGRAM DOCUMENTATION
CFR(s): 483.440(e)(1)

Data relative to accomplishment of the criteria 
specified in client individual program plan 
objectives must be documented in measurable 
terms.

This STANDARD  is not met as evidenced by:

{W 252}

 Based on record review and interview, the 
facility failed to ensure staff documented data 
and/or comments to show they implemented 
programs or explained why a program was not 
implemented for three of eight Sample Clients 
(Clients #2, #5, and #8). Staff did not collect data 
for a skill acquisition programs as required for 
Clients #2 and #5, and did not record a comment 
when a program was not implemented for Client 
#8. This prevented the facility from correctly 
analyzing the programs to determine if the facility 
needed to update or revise the programs to meet 
Clients' needs.

This is a repeat citation from the Recertification 
Survey completed 10/11/19.
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Findings included ... 

Client #2

Record review of Client #2's training programs 
showed missing data for one of his programs in 
January 2020. The Privacy program showed data 
was to be collected daily on the AM shift. Data 
was missing for the 13th.

During an interview on 01/16/20 at 4:14 PM, Staff 
M, Qualified Intellectual Disability Professional 
(QIDP), stated that data was missing for Client 
#2's training program.

Client #5

Record review of Client #5's training program for 
"Showering Plan" showed data was to be 
collected daily. A review of the section where 
data was to be recorded was the handwritten 
statement "Sheet on floor missing" and a line was
drawn from 01/01/20 through 1/10/20.

During an interview on 01/17/20 at 10:40 AM, 
Staff B, QIDP, stated that there was no data for 
Client #5's "Showering Plan" training program for 
01/01/20 thru 01/10/20.

Client #8
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{W 252} Continued From page 24 {W 252}

Record review of Client #8's training program for 
"Independence" showed data was to be collected 
on Monday, Wednesday, and Friday. If the 
training program was not implemented, staff were 
to record "NR" on the data sheet and write in the 
comment section why it wasn't implemented. 
"NR" was listed for 01/01/20, 01/03/20, and 
01/10/20. There were no comments written as to 
why the program wasn't implemented on those 
three days.

During an interview on 01/17/20 at 10:00 AM, 
Staff C, QIDP, stated that staff should have 
documented why the "Independence" program 
was not implemented on 01/01/20, 01/03/20, and 
01/10/20.

W 352 COMPREHENSIVE DENTAL DIAGNOSTIC 
SERVICE
CFR(s): 483.460(f)(2)

Comprehensive dental diagnostic services 
include periodic examination and diagnosis 
performed at least annually.

This STANDARD  is not met as evidenced by:

W 352

 Based on record review and interview, the 
facility failed to ensure an annual dental 
assessment occurred for one of eight Sample 
Clients (Client #4). This failure put Client #4 at 
risk for unidentified dental concerns.

Findings included ... 
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W 352 Continued From page 25 W 352

Record review of Client #4's file on 01/14/20 
showed an Annual Dental Assessment dated 
09/10/18. 

During an interview on 01/14/20 at 10:47 AM, 
Staff N, QIDP, stated that the Annual Dental 
Assessment in Client #4's file was the most 
current.

{W 407} CLIENT LIVING ENVIRONMENT
CFR(s): 483.470(a)(1)

The facility must not house clients of grossly 
different ages, developmental levels, and social 
needs in close physical or social proximity unless 
the housing is planned to promote the growth and 
development of all those housed together.

This STANDARD  is not met as evidenced by:

{W 407}

 Based on record review and interview, the 
facility failed to assess and document the benefit 
of one Expanded Sample Client (Client #9), 
identified during the Recertification Survey 
completed 10/11/19, living with Clients that did 
not match his developmental and social abilities.  
This failure caused Client #9 to remain living with 
peers who had significantly different skills and 
abilities from his without justification by the 
facility.

This is a repeat citation from Recertification 
Survey completed 10/11/19.

Findings included ...

 

FORM CMS-2567(02-99) Previous Versions Obsolete GEY312Event ID: Facility ID: WA630 If continuation sheet Page  26 of 28

This docum
ent w

as prepared by Residential Care Services for the Locator w
ebsite. 



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  11/16/2020
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

50G053 01/21/2020
R-C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

15230 15TH NORTHEAST D
FIRCREST SCHOOL PAT A

SEATTLE, WA  98155

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

{W 407} Continued From page 26 {W 407}

Record review of Client #9's Individual 
Habilitation Plan (IHP), dated 11/06/19, showed 
there still was no assessment by the facility 
regarding why Client #9 continued to live in the 
house he did.  The IHP showed Client #9 had not 
changed living residences since 10/11/19. 

During an interview on 01/13/20 at 11:45 AM, 
Staff A, Program Area Team Director, stated that 
there was no assessment by the facility for why 
Client #9 lived where he did.

{W 474} MEAL SERVICES
CFR(s): 483.480(b)(2)(iii)

Food must be served in a form consistent with 
the developmental level of the client.

This STANDARD  is not met as evidenced by:

{W 474}

 Based on observation, record review, and 
interview, the facility failed to provide the correct 
diet texture to one of eight Sample Clients (Client 
#2). Client #2 received a snack that was not in 
the Dysphagia Advanced (food cut into pieces no 
larger than ½ inch, and no dry, hard, or crunchy 
foods) texture as prescribed in his diet orders. 
This endangered Client #2's health and safety; 
such as choking or aspiration (when food or 
saliva enters the airway and lungs).

This is a repeat citation from the Recertification 
Survey completed 10/11/19.
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{W 474} Continued From page 27 {W 474}
Findings included ... 

Record review of Client #2's Diet Orders, dated 
09/25/18, and Comprehensive Nutrition 
Assessment, dated 01/10/20, showed Client #2 
was prescribed a Dysphagia Advanced diet 
texture for all meals.

Observation on 01/14/20 at 3:40 PM at 303 
House showed Client #2 received a snack of 
what appeared to be a pepperoni stick that was 
approximately three inches in length by 
approximately ½ inches round.

During an interview on 01/16/20 at 4:10 PM, Staff 
M, Qualified Intellectual Disability Professional, 
and Staff H, Speech Language Pathologist, 
stated that Client #2's diet texture was Dysphagia 
Advanced and the pepperoni stick given to Client 
#2 was not within his diet texture.
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